necessarily a risk factor for surgical failurel or development of proliferative vitreoretinopathy.3 Thus, using these alternative criteria, they would have found no significant difference between the two techniques at that juncture. Also, notwithstanding earlier comments about historical comparisons, their 28-3% incidence of subretinal haemorrhage (and 12-5% incidence of submacular haemorrhage in macula off detachments) after suture needle drainage differs markedly from the 7-4% and 0% incidence respectively in a previous report.'3 The propensity to submacular haemorrhage depends on the relative densities ofblood and SRF (with viscous long standing SRF slowing the gravitational flow of blood beneath the macula) but also on the method used to limit the choroidal haemorrhage once initiated. Aylward and colleagues closed the drainage site when haemorrhage occurred during suture needle drainage, thus preventing egress of blood along with SRF and thwarting the flattening of the retina which might have discouraged settling ofhaemorrhage under the macula.
The Moorfields trial does, however, point to the need to develop an SRF drainage method which combines the ease and convenience of suture needle drainage with the more secure haemostasis deriving from laser choroidotomy. This has been achieved experimentally using carbon dioxide laser sclerochoroidotomy15 and holds promise clinically using the transscleral diode laser to coagulate the choroid before suture needle drainagel6 and diode laser retinopexy. Let us look forward, then, to a prospective, randomised, controlled trial to establish the true worth of this method. In the meantime, retinal surgeons using direct sclerochoroidal perforation for SRF drainage will have to judge for themselves whether wholesale conversion to laser choroidotomy is warranted from the available evidence.
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